Some infectious organisms may give rise to acute pancreatitis; brucellosis, however, extremely rarely leads to acute pancreatitis. A 40-year-old man was diagnosed with acute pancreatitis, the etiology of which was determined to be acute brucellosis. The patient was discharged without complications approximately 15 days after the initiation of trimethoprim-sulfamethoxazole and doxycycline treatment. Brucella infections may rarely be complicated by acute pancreatitis. Thus, brucellosis should be remembered in the etiology of acute pancreatitis in regions such as Turkey, where Brucella infections are endemic.
Introduction
Brucellosis is primarily a disease of herbivores caused by Brucella species. The transmission from other animals to humans is usually the result of direct contact of animal secretions with injured skin, ingestion of unpasteurized milk and dairy products, inhalation of infected aerosols, as well as conjunctival contact. In countries where the disease is endemic, as in Turkey, human transmission often occurs by consumption of unpasteurized dairy products (1) .
Acute pancreatitis is defined as pancreatic inflammation. It is an important condition leading to considerable morbidity and mortality. Determining the etiology is one of the main components of the diagnostic process because the etiology can regulate the treatment and elimination of the etiologic agent can prevent recurrent attacks (2) .
Brucellosis usually has a favorable prognosis. However, osteoarticular, meningeal and cardiovascular involvement can be encountered, leading to morbidity and mortality. Although rarely, brucellosis can also manifest itself as severe thrombocytopenia, capillary leak syndrome and acute pancreatitis (3) (4) (5) .
We herein present a case of acute pancreatitis complicated with brucellosis which was improved following antibrucellosis treatment.
Case Report
A 40-year old Turkish farmer was admitted to our clinic with fever, muscle and abdominal pain and weakness. His blood pressure was 104/70 mmHg, body temperature 38.3 and pulse rate 94 bpm. On physical examination, his sclera and skin were icteric and he had diffuse epigastric tenderness along with mild abdominal distension. However, he had no organomegaly or ascites. His physical examination was otherwise unremarkable. The hematological and biochemical results are as indicated (Table) : the peripheral blood smear revealed 70% neutrophils, 25% lymphocytes, 5% monocytes and normally aggregating thrombocytes. The patient's chest film and electrocardiography were also within the normal limits. An abdominal ultrasonography was ordered, but the pancreas could not be properly visualized due to diffuse abdominal gas. A subsequent abdominal computed tomography (CT) revealed peripancreatic fluid and pancreatic edema (Fig. 1) . The patient was diagnosed with acute pancreatitis and was started on intravenous fluids, no oral feeding, esomeprazole (1×40 mg/day/intravenously), hyoscine-n-butyl bromide (2×20 mg/day/intravenously) and ceftriaxone (1 g bid IM). His past history did not note any previously similar attacks, alcohol addiction, cholelithiasis, parotitis or skin rashes, abdominal trauma or surgery or consumption of unpasteurized dairy products. His lipid profile was also normal. The testing for viral antibodies against cytomegalovirus, mumps, Epstein-Barr virus, herpes simplex viruses I and II, HIVI and II, Hepatitis A, B and C viruses and echoviruses were all negative. The serological tests directed at Mycoplasma, Legionella and toxoplasmosis were also negative. A purified protein derivative (PPD; Mantoux) skin test was also normal. Because the family members of the patient had a history of brucellosis and eating unpasteurized dairy products, he underwent tests specific for Brucella infection. The brucella lam agglutination test was positive, the Coombs antiserum test was 1/640, and the Wright test was 1/320. A blood culture yielded Brucella melitensis proliferation. Upon this finding, trimethoprim-sulfamethoxazole (160/800 mg orally every 12 hours) and doxycycline (100 mg orally every 12 hours) were administered on the second day of his diagnosis with acute pancreatitis. His abdominal pain subsided three days later. He was started on oral feeding with a low-fat diet. On the 15th day of his admission to the clinic, his serum amylase and lipase levels returned to normal (Fig. 2) . A follow-up abdominal CT showed regressed peripancreatic fluid. The ceftriaxone treatment was stopped, and the patient was discharged on trimethoprimsulfamethoxazole and doxycycline therapy. No sign of Brucella infection was present at the follow-up appointment two months later and the trimethoprim-sulfamethoxazole and 
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doxycycline therapy was stopped. Furthermore, the patient was asymptomatic, had a normal serum amylase level and his serum agglutination for brucellosis was only 1/80.
Discussion
Determining the etiology of acute pancreatitis is a crucial part of the diagnostic process. A wide spectrum of conditions can give rise to acute pancreatitis, including biliary stones, alcoholism, hypertriglyceridemia and endoscopic retrograde cholangiopancreatography. More rarely, bacterial, viral and parasitic infections can cause acute pancreatitis (6, 7). Among the causative bacterial pathogens are Mycoplasma pneumoniae, Salmonella, Shigella, Campylobacter, hemorrhagic Escherichia coli, Legionella and Leptospira which can trigger acute pancreatitis by secreting toxins that damage the pancreas (6, 8) . Our patient had no history of biliary stones; the width of the ductus choledochus and thickness of the gallbladder wall were normal for passing stones (Fig. 3) . He was a farmer, had a history of family brucellosis and eating unpasteurized dairy products, so these findings were suggestive of Brucella which may have travelled into the pancreas through the biliary system and blood of our patient.
In the 1930s and 1940s, pancreatic localization of Brucella was an autopsy finding that was rarely reported in patients with active brucellosis. Madkour and Karawi were the first to report a case of acute brucellar pancreatitis (9) . After three days of therapy, there was a complete remission of abdominal pain, and the patient's amylase and lipase levels returned to normal 13 days after discharge (14) . In Madkour's series of 500 patients with active brucellosis, acute pancreatitis occurred in only one patient (9). Colmenero et al. reported a prospective study of 530 patients with brucellosis in Spain. In that study, the most common complications were, in descending order, osteoarticular (n=113; 66%), genitourinary (n=18; 5.1% of males), hepatic (2.5%), neurologic (1.7%) and cardiac (1.5%) complications. Nine (1.7%) patients had multiple complications. However, no pancreatic involvement was seen, showing the rarity of pancreatic involvement during the course of a Brucella infection (15) . Cholecystitis, colitis, and ileitis cases dependent on brucellosis have also been reported (16) . Brucellainduced pancreatitis has features similar to other types of pancreatitis caused by other reasons (9) and brucellosis can mimic every kind of clinical presentation. Therefore, its diagnosis poses a challenge because of the spectrum of clinical presentation. Active infection is determined by a 1/160 or higher standard agglutination test result in most cases (17) .
Therapy for patients with Brucella-induced acute pancreatitis consists of supportive treatment with intravenous fluids, gastric decompression with nasogastric tube suctions, and analgesics and antimicrobial therapy directed against active Brucella infection (2). Literature data suggest that the infection favorably responds to appropriate therapy. Hence, our patient also fully improved following initiation of antimicrobial therapy consisting of trimethoprim-sulfamethoxazole and doxycycline. In summary, Brucella-induced acute pan-creatitis should be considered in geographical regions, such as Turkey, where Brucella infections are endemic. The treatment of acute pancreatitis may be as simple as administering antimicrobial therapy to treat the Brucella infection.
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